Differences in perceived caregiver availability were examined among a random sample of Mexican American (MA) and non-Hispanic white (NHW) young-old residents (58-74 years old) in three socioeconomically distinct neighborhoods in San Antonio, Texas. For MAs across all three socioeconomic status (SES) groups, being female, widowed, and having more chronic illnesses were associated with a lesser likelihood of perceived caregiver availability. SES and number of children were not associated with perceived caregiver availability. Among MAs and NHWs of middle-and upper-SES, being male, married, and of upper-SES were associated with a greater likelihood of perceived caregiver availability. The number of children modified the associations of both SES and ethnic group with perceived caregiver availability.
Few empirical data are available to inform our understanding of the paradox that, despite greater disability, elderly MAs continue to reside in the community rather than in nursing homes in greater proportions than do NHVVS. In 1982, the National Long Term Care Survey (NLTCS) indicated that there were approximately 2.2 million caregivers providing unpaid care to over 1.6 million disabled elderly persons (Stone, Caffernata, Lee, & Sangl, 1987) . The majority of caregivers were women (72%) and most shared households (75%) with the care recipient. However, the NLTCS provided no information about caregiving among specific ethnic groups.
The purpose of the present analyses was twofold: (a) to examine the association of SES and other pertinent covariates (i.e., respondents' number of children, perceived health, number of illnesses, health care utilization, and disability days) with perceived caregiver availability and caregiver relationships among lower, middle, and upper SES Mexican American young-elderly; and (b) to examine the association of SES, ethnic group and other pertinent covariates with perceived caregiver availability and caregiver relationships among middle-and upper-SES Mexican American and non-Hispanic white young-elderly.
Methods

Sample
Subjects were participants in the 8-year follow-up of the San Antonio Heart Study (SAHS), a large, prospective, community-based study of noninsulindependent diabetes mellitus (NIDDM) and cardiovascular disease (CVD) in MAs and NHWs. The present analyses were based on a subsample of 649 young-old participants aged 58-74 (1987-1991) who completed the initial home or telephone interview and, because of their age, were later eligible to participate in the San Antonio Longitudinal Study of Aging (SALSA), an extension of the SAHS begun in 1992. Subjects resided in households randomly sampled from three socioeconomically distinct San Antonio neighborhoods: a low-income, almost exclusively MA ''barrio," a middle-income "transitional" neighborhood with about equal numbers of MAs and NHWs, and a high-income suburb with about 10% MAs and 90% NHWs. In the barrio, only Mexican Americans were sampled, since the number of nonHispanic Whites living in this neighborhood was negligible; in the other two neighborhoods, approximately equal numbers of both ethnic groups were selected using stratified random sampling. A detailed description of the study design in the San Antonio Heart Study has been published previously (Hazuda, Haffner, Stern, & Eifler, 1988; Stern, Rosenthal, Haffner, Hazuda, & Franco, 1984; Valdez et al., 1994) .
Classification as Mexican American or nonHispanic white was based on a previously published algorithm which considers the concordance (Spanish vs non-Spanish) between father's surname and mother's maiden name, birthplace of both parents, participant's preferred ethnic identity when it indicates a distinct national origin, and stated ethnic background of all four grandparents (Hazuda et al., 1986) . At the time of the SAHS baseline exam (1979) (1980) (1981) (1982) , individuals who did not meet criteria for classification as either MA or NHW were excluded from the SAHS cohort (N excluded = 169 of 2,386; final cohort = 2,217) (Hazuda et al., 1988) . These individuals were mainly other Hispanics (Cubans, Central Americans, etc.), offspring of interethnic marriages, or Asians. Of the 649 young-old participants included in the present analyses, 309 were classified as MAs and 340 as non-Hispanic whites.
Vital status at the 8-year follow-up was ascertained on 97.8% of the originally enrolled subjects. The initial home or telephone interview upon which these analyses are based was completed by 96.9% of surviving subjects. A medical examination focusing on diabetes and cardiovascular disease risk factors and endpoints was completed by 78.2% of survivors. However, doctor-diagnosed chronic illnesses (i.e., diabetes, heart attack, stroke, high blood pressure, and cancer (excluding skin) ascertained by selfreport in the initial interview were not confirmed by medical examination or by review of medical charts. For diabetes, heart attack, stroke, and cancer, we did ask subjects who came to the medical examination whether the information we recorded from the home or telephone interview was correct. The proportion of home or telephone information verified in the clinic as correct was 95.2% for diabetes, 98.9% for heart attack, 98.5% for stroke, and 99.3% for cancer. When information differed between the initial interview and clinic exam, the usual reason was that a condition not reported in the initial interview was subsequently reported in the clinic. Reporting of doctor-diagnosed chronic illnesses in the home or telephone survey thus represented a slight underestimate relative to reporting of chronic illnesses at the time of the medical examination.
Variables
Perceived caregiver availability and respondents' marital status, number of children, and perceived health as well as number of chronic illnesses, physician visits, hospitalizations and disability days were assessed by self-report. Questionnaire items and response categories are included in the Appendix. Socioeconomic status (SES) was measured by neighborhood SES, years of education, and Duncan Socioeconomic Index (SEI), a global measure of SES based on occupational prestige (Duncan, 1961) . Neighborhood SES was classified as lower, middle and upper based on census tract data for median household income. Years of education were divided into four strata: less than high school, high school, some college, and bachelor's degree or above. The Duncan SEI was divided into quartiles.
Statistical Analyses
The SAHS sampling design did not include a low Vol.36, No. 1,1996 income neighborhood for NHWS. Therefore, the data analysis strategy incorporated two separate approaches. First, we examined the bivariate and multivariate associations of the covariates (i.e., independent variables) with perceived caregiver availability among MAs residing in the three socioeconomically distinct neighborhoods surveyed in the SAHS. Second, we examined the bivariate and multivariate associations of the covariates with perceived caregiver availability among MAs and NHWs residing in the middle-income and upper-income neighborhoods. Independent Mests and chi-square statistics were used to examine the bivariate relationship between the covariates and perceived caregiver availability. Multiple logistic regression was used to evaluate the multivariate association of the covariates with perceived caregiver availability.
The caregiver literature provides little discussion of actual or probable socioeconomic differences in caregiver availability or the ways in which SES may affect ethnic differences in caregiver availability. However, a number of SAHS publications have indicated that SES has an important impact on a variety of variables, including beliefs, attitudes, and behaviors related to obesity (Monterrosa, Haffner, Stern, & Hazuda, 1995; Stern, Pugh, Haffner, & Hazuda, 1982) , health-related lifestyle (i.e., leisure time physical activity, saturated fat/cholesterol avoidance, sugar avoidance, and nutrient intakes measured by 24-hour dietary recalls) (Hazuda, Knapp, & Pugh, 1989; Knapp et al., 1985) . SES also had an effect on knowledge and behavior related to prevention of heart attacks and prevalence and incidence of diabetes (Haffner, Hazuda, Mitchell, Patterson, & Stern, 1991; Hazuda & Monterrosa, 1992; Stern et al., 1984) . Some SAHS publications have indicated that ethnic differences persist even after controlling for SES (Stern et al., 1982; Hazuda, Stern, Gaskill, Haffner, & Gardner, 1983; Stern et al., 1984) . Other SAHS publications have indicated that ethnic differences are substantially reduced after controlling for SES (Haffner etal., 1991; Hazuda & Monterrosa, 1992; Monterrosa etal., 1995) .
In light of these findings, we felt it was appropriate and prudent to take advantage of the unique opportunity afforded by the SAHS sample to examine the potential impact of SES on perceived caregiver availability and whether ethnic differences in perceived caregiver availability are observed once MAs and NHWs are matched on SES. Because low-SES NHWs were not sampled, ethnic comparisons reported in the present study are generalizable only to middleand upper-SES individuals. Results of ethnic comparisons presented in this paper are not generalizable to the total MA and NHW populations. Comparisons among MAs only across all three neighborhoods do provide some insights into how low-SES MAs may differ from or be similar to their middle-and upper-SES counterparts.
Backward elimination multiple logistic regression screened all covariates for inclusion in a final multivariate model. The significance level-to-stay was set atp =s .25 for the initial screening analysis (Constanza & Afifi, 1979; Hosmer & Lemeshow, 1989) . Research has shown that "use of a more traditional level (such as 0.05) often fails to identify variables of known importance" (Bendel & Afifi, 1977; Hosmer & Lemeshow, 1989; Mickey & Greenland, 1989) . Next, a series of interaction terms were constructed and tested for inclusion in the multivariate model. All variables that passed the initial screening were forced into a forward selection multiple logistic model with the interaction term(s) free to enter after inclusion of the covariates. The residual chi-squares were used to determine whether or not to include the interaction term in the model. Any model, excluding the interaction term(s), that had a residual chi-square with a significance level of p ^ .15 implied that the interaction term was important enough to include in the model. A more conservative p-value was used to select interaction terms because the screening procedure involved use of multiple tests rather than a single multivariate strategy. The final step was to run the full model containing the selected covariates and interaction terms.
The fit of the model was evaluated by examining the overall likelihood ratio chi-square statistic and the Hosmer-Lemeshow statistic (Hosmer & Lemeshow, 1989) . The likelihood ratio test compares a model containing all covariates against a model containing only the intercept. Thus, the larger the difference in the quantity "-2log(likelihood)" between models, the better. This difference is distributed as a X 2 with degrees of freedom equal to the number of parameters in the full model (number of covariates + intercept) minus 1. A statistically significant x 2 indicates that the covariates have a significant association with the response variable. The HosmerLemeshow goodness-of-fit statistic compares observed frequencies at k percentiles of the estimated probabilities with expected frequencies computed from the model. A Pearson chi-square statistic is computed for the resulting 2 (present vs absent) x k (percentile levels) Institute, 1990 Institute, , 1992 and BMDP LR (Biomedical Data Processing Logistic Regression; Dixon, 1992) .
Regression coefficients (p,) in logistic regression are converted to odds ratios with 95% confidence intervals for ease of interpretation. The odds ratio (i|i,) for a given predictor is computed by i|/, = e w , and the standard error of the odds ratio is SE(ty,) = e w + w w . Any odds ratio with a 95% confidence interval (Cl) that does not include 1 indicates that the regression coefficient is statistically significant at the .05 level. With negative regression coefficients, the inverse of the odds ratio often produces a more meaningful interpretation than the original odds ratio. In this case, we use the qualifier "less likely" rather than "more likely" to describe our results.
Results
Association of SES And Other Covariates with Perceived Caregiver Availability And Caregiver Relationships Among Young-Old Mexican Americans
Bivariate Analysis.- Table 1 displays data for the 309 MA elderly residing in all three SES groups. The proportion of young-old MAs who perceived they had an available caregiver was higher in the upper-SES group than in the middle-and lower-SES groups (82.9% vs 72.7 and 70.9%, respectively). However, this SES difference was not statistically significant. Significant bivariate associations were observed between perceived caregiver availability and the covariates gender, marital status, perceived health, and number of chronic illnesses.
Mexican American males and married respondents, regardless of gender, were more likely to say that they had someone who could care for them in their home if they became ill and needed help. Among Mexican Americans who perceived they (2) = 3.71
(2) = 2.07
.004
<.001
.530
.
156
.857
718
.001
.007
.540
.200
Note: The total number of cases for some variables is less than 309 and varies as a function of missing values for these variables.
would have no available caregiver in the event of future need, however, 49.1% of female young-old and 52.2% of male young-old were married. Overall, the proportion of married MAs who perceived their spouse to be an available caregiver in the event of future need was 45.3% for females and 84.9% for males. Among married MAs who perceived that they had an available caregiver in the event of future need, 62.3% of females compared to 95.7% of males identified their spouse as the available caregiver. There was little evidence that spouse's perceived health was worse or that the number of living first degree relatives other than spouse was fewer among married persons who did not identify the spouse as an available caregiver relative to those who did. However, data on spouse's perceived health were available only for those who attended the medical exam. It is also interesting to note that among MAs who perceived no available future caregiver, 100% of females had at least one living first degree relative other than a spouse; 86.7% had three or more such relatives. Among males, the corresponding figures were 89.5% and 73.7%. Those who perceived their health as poor compared with those who perceived their health to be better were less likely to perceive that they had an available caregiver. Respondents with two or more chronic illnesses were 2.31 times (95% Cl: 1.36, 3.94) more likely than those with none or one chronic illness to perceive that they had no one who could care for them in their home should they become ill and need help. Only 25.3% of those who perceived that they had an available caregiver reported two or more chronic illnesses, while 41.3% of those who perceived that they did not have an available caregiver reported two or more chronic illnesses.
Multivariate Analysis. -Backward elimination multiple logistic regression reduced the original set of 13 covariates to seven. The covariates meeting the p . 25 criterion were age, gender, marital status, number of children, neighborhood SES, Duncan socioeconomic index (SEI), and number of chronic illnesses. Five conceptually relevant interaction terms were constructed and tested for inclusion in the model: neighborhood SES x marital status, neighborhood SES x number of children, neighborhood SES x number of chronic illnesses, marital status x number of chronic illnesses, and Duncan SEI x number of chronic illnesses. None of the interaction terms had a p-value of less than .50 in the forward stepwise multiple logistic regression analyses.
Using the statistical procedure previously outlined, the final multivariate model for caregiver availability among young-old MAs, displayed in Table 2 , reflects the independent association of each covariate with perceived caregiver availability. Both the likelihood ratio of chi-square and the HosmerLemeshow statistic indicate a reasonably good fit for the model. Gender, marital status, and number of chronic illnesses had the strongest associations with perceived caregiver availability. Mexican American young-old males were 2.19 times (95% Cl: 1.13,4.27) more likely than young-old Mexican American females to perceive that they had an available caregiver. Widowed respondents were 1/0.315 = 3.18 times (95% Cl: 1.52, 6.65) less likely than married respondents to perceive that they had an available caregiver. For each additional chronic illness, MAs of both genders were 1.52 times (95% Cl: 1.12,2.08) less likely to perceive that they had an available caregiver. This implies, for example, that those with one chronic illness were 1/0.657 = 1.52 times less likely to perceive they had an available caregiver than MAs who reported no chronic illnesses. Similarly, Mexican Americans reporting three or more chronic illnesses were (1.52) 3 = 3.51 times less likely to perceive they had an available caregiver than those who reported no chronic illnesses.
Association of SES, Ethnic Group and Other Covariates With Perceived Caregiver Availability and Caregiver Relationship Among Middleand Upper-SES MA and NHW Young-Elderly
Bivariate Analysis. - Table 3 displays bivariate data for the 498 MA and NHW young-elderly residing in the middle-and upper-SES neighborhoods. The ethnic difference in perceived caregiver availability was not statistically significant. Seventy-seven and twotenths percent of MAs perceived they had an available caregiver compared with 74.1% of NHWS. Significant associations were observed for neighborhood SES, gender, marital status, and perceived The Gerontologist .022
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health. Young-elderly MAs who resided in the upper-SES neighborhood and those who were married were more likely than young-elderly MAs who lived in the middle-SES neighborhood and those who were not married to perceive that they had an available caregiver. Male respondents were more likely than females to perceive that they had someone who could care for them in their home should they become ill and need help. Nonetheless, among young-old who perceived they would have no available caregiver in the event of future need, the proportion married was: 49.1% of MA females, 46.2% of NHW females, 52.2% of MA males and 78.3% of NHW males. Overall, the proportion of married young-old who perceived their spouse as their available caregiver in the event of future need was 51.8% for MA females, 62.1% for NHW females, 84.1% for MA males, and 81.3% for Vol. 36, No. 1,1996 NHW males. Among married young-old who perceived they would have an available caregiver in time of future need, the proportion identifying their spouse as the caregiver was 66.7% for MA females, 81.9% for NHW females, 96.7% for MA males, and 93.2% for NHW males. Again, there was little evidence that spouse's perceived health was substantially worse among young-old who perceived they would have no available caregiver in the event of future need compared to those who perceived such a caregiver would be available to them. Among all persons who perceived no available future caregiver, the proportion who had at least one living first degree relative other than a spouse and three or more living first degree relatives other than a spouse, respectively, was 100% and 81% for MA females, 100% and 75% for MA males, 97.5% and 87.2% for NHW females, and 100% and 77.8% for NHW males. Again, however, data on spouse's perceived health and number of living relatives was available only for those who attended the medical examination. Consistent with the analyses restricted to MAs only, those who rated their perceived health as excellent or good compared with those who rated their perceived health as fair or poor were more likely to perceive that they would have an available caregiver in time of future need (77.3% vs 63.8%).
Multivariate Analysis. -Backward elimination multiple logistic regression reduced the number of covariates from 13 to 5. Two conceptually relevant interaction terms -ethnic group x number of children and neighborhood SES x number of children -met the criteria to be included in the final model. Table 4 displays regression coefficients and standard errors for two models: Model 1, which includes the five covariates plus the two interaction terms, and Model II, which includes only the five covariates. Model I had a significantly better fit to the data than Model II. The difference in x 2 values between the two models (M1 vs M2) was 54.21 -47.47 = 6.74. This difference, distributed as x 2 with 8 -6 = 2 degrees of freedom, was statistically significant at p = .034. The Hosmer-Lemeshow statistic for Model I (C = 9.056) had a p-value of .338. Thus, Model I was significantly better than Model II and provided a good fit to the data. Table 5 shows the odds ratios and 95% confidence intervals corresponding to Models I and II. In the better-fitting model (Model 1), SES, gender, and marital status, as well as the two interaction terms (ethnic group x number of children and SES x number of children), were significantly associated with perceived caregiver availability. The association between ethnic group and perceived caregiver avail- .268 df = 6 *p< .05; **p<.01; ***p < .001. The associations of ethnic group, SES, and perceived caregiver availability varied according to the respondent's number of children. Table 6 displays the odds ratios and 95% confidence intervals for these interactions. Although the overall odds that a respondent would perceive that they had someone who could provide care in their home should they become sick and need help tended to increase with the number of children. Mexican American youngelderly without children were 2.27 times more likely than their non-Hispanic white peers to perceive that they had an available caregiver. As the number of children increased, however, the odds that these young-elderly perceived they had an available caregiver increased more rapidly for NHWs than for MAs, so that the probability that non-Hispanic white respondents with 4 children perceived that they had an available caregiver was 1/.71 = 1.41 times higher than the probability for comparable Mexican American respondents. Figure 1 illustrates the interaction effect of ethnic group x number of children for a specific subset of the sample (i.e., widowed women residing in a middle-SES neighborhood). Figure 2 and Figure 3 illustrate the relationship between perceived caregiver availability and the number of children for MA and NHW young-old, respectively. The number of children is stratified into four classes: No Children, One to Two Children, Three to Four Children, and Five or More Children. Caregiver availability is further characterized by the relationship of the perceived caregiver to the respondent: No Caregiver, Spouse/Partner, Other Relative, or Non-Family.
A comparison of the two figures shows that the proportion of MAs perceiving that they had no available caregiver (Figure 2 ) tended, with the exception of those with one to two children, to remain fairly constant, while the proportion of NHW young-old perceiving they had no available caregiver decreased with the number of children. Mexican American young-old without children were somewhat more likely to designate their spouse as their caregiver than were NHWs (100.0% vs 75.0%, respectively). Caution needs to be exercised when interpreting these figures, however, since the number of respondents with no children was very small (MAs, n = 5; NHWs, n = 20). All MA respondents with no children were married, and 90% (18 of Figure 2 . Association between perceived caregiver availability, caregiver relationship to participant, and number of children among middle-and upper-SES, young-old, Mexican Americans. giver. A smaller proportion of the MA young-old than the NHW young-old with five or more children were married (73.9% vs 89.3%, respectively). Mexican American young-old with five or more children appeared to rely both on other family (16.1%) and nonfamily (12.9%) for aid in times of illness. The comparable figures for NHWs were 17.7% for other family and 5.9% for nonfamily.
The interaction term for SES with number of children is easier to interpret (see Table 6 ). While the odds of having a perceived available caregiver tended to increase with the number of children, the trend was far steeper for residents from the middle-SES neighborhood than the upper-SES neighborhood. Middle-SES young-old with no children were 1/.38 = 2.63 times less likely to perceive that they had an available caregiver than their upper-SES counterparts. As the number of children increased, however, the probability that a middle-SES respondent perceived that they had an available caregiver in- creased as compared to an upper-SES respondent. Middle-SES residents with five or more children had greater odds than upper-SES residents of reporting a perceived available caregiver. Figure 4 illustrates this SES x the number of children interaction effect for the subset of non-Hispanic white, widowed women in order to compute the expected log odds of perceived caregiver availability.
Discussion
Association of SES and Other Covariates with Perceived Caregiver Availability and Caregiver Relationship Among Young-Old Mexican Americans
Although the difference was not statistically significant, MA lower-and middle-SES young-old were less likely than those of upper-SES to perceive that they had an available caregiver. Almost 30% of lower-and middle-SES MAs perceived that they would have no available caregiver should they become ill and need help. This seems surprising given reports in the literature about the high level of social support present in the Mexican American community. However, a recent study on life satisfaction found that Hispanic elderly felt that having to depend too much on others was a serious problem (Andrews, Lyons, & Rowland, 1992) . Some reports indicate that relationships between MA elderly and their families tend to be reciprocal, i.e., consist of mutual helping behaviors, including exchanges of goods and services, financial assistance, moral/emotional support and advicegiving (Becerra & Shaw, 1984; Maldonado, 1985; Talamantes, 1987) . In the present study, MA young-old who reported no available caregiver may have perceived that their ability to maintain ongoing recipro-cal exchanges would be undermined by their need for caregiving support and, therefore, may have been reluctant to call on family as caregivers. No data are available to examine this issue in greater depth.
The associations of gender and marital status observed among MA young-elderly were consistent with those of other studies showing that women are at higher risk than men of nursing home admission (Hanley, Alexcih, Kennell, & Wiener, 1990) and that widowed and separated/divorced persons are less likely than married persons to have an available caregiver (Hanley et al., 1990) .
The number of chronic illnesses was inversely associated with perceived caregiver availability among young-old MAs. Those with the greatest disease burden, and, consequently, the greatest potential need for future caregiver assistance, were significantly less likely than those with no chronic illnesses to perceive that a caregiver would be available to them if needed. In this regard, it should be noted that the self-reported health status of older persons is somewhat better than it would be using objective criteria (e.g., physician ratings) (Cockerham, Sharp, & Wilcox, 1993; Idler, 1993) . Nonetheless, self-rated health among the elderly is highly correlated with physicians' ratings of these individuals' health (La Rue, Bank, Jarvik, & Hetland, 1979; Maddox & Douglass, 1973) and with other objective measures of health status (Linn & Linn, 1980) . Self-reported health status is also predictive of mortality (Kaplan, Barell, & Lusky, 1988; Kaplan & Camacho, 1983; Mossey & Shapiro, 1982; Schoenfeld, Malmrose, Blazer, Gold, & Seeman, 1994) , hospital admission, and nursing home placement among the elderly (Weinberger et al., 1986) . Thus, it is reasonable to infer that a greater number of self-reported chronic illnesses is an indicator of increased risk for future caregiver needs even though self-reported chronic illnesses may underestimate an elderly person's actual burden of disease.
Our finding of an inverse relationship between chronic illness and perceived caregiver availability may have resulted from a reluctance on the part of chronically ill Mexican American elderly to burden their family and, therefore, to report that no caregiver would be available should they require future help because of their illness. Alternatively, it may have resulted from a tendency for MA elderly with no chronic illness to overestimate the likelihood that a caregiver would be available should he or she become ill and require help. The second explanation further suggests that MAs with multiple chronic illnesses have a more realistic view of their potential support system than those free of chronic illness. Group, and Other Covariates With Perceived Caregiver Availability and Caregiver Relationship Among Middle-And Upper-SES MA and NHW Young-Elderly Striking SES differences in perceived caregiver availability were observed among middle-and upper-SES MA and NHW young-old. For both ethnic groups, young-old living in the middle-SES neighborhood were less likely than those living in the upper-SES neighborhood to perceive having an available caregiver. This association was modified by the respondents' number of children. The odds of having an available caregiver were less in the middle-SES neighborhood than in the upper-SES neighborhood until respondents reported having four or more children; then the odds increased in favor of middle-SES neighborhood respondents perceiving greater caregiver availability. This pattern suggests that the number of children in a family is a more important determinant of caregiver availability for middle-SES neighborhood residents than for upper-SES neighborhood residents. Perhaps upper-SES young-old, regardless of ethnic group, are more likely than middle-SES young-old to rely on formal, paid caregivers as providers of future support.
Association of SES, Ethnic
There was no overall statistically significant ethnic difference in perceived caregiver availability between middle-and upper-SES MAs and NHWs. However, the number of children modified ethnic differences in both perceived caregiver availability and caregivers' relationship to respondents, Among those with two or fewer children, MAs were more likely than NHWs to have a perceived available caregiver, but among those with three or more children, MAs were less likely than NHWs to have a perceived available caregiver. Similarly, among elders with no children, NHWs were more likely than MAs to report other family or non-family as their available caregiver, but among young-old with five or more children, NHWs were less likely than MAs to report nonfamily as their available caregiver. In the "other family" category, we were unable to distinguish between children and other nonspouse relatives. Nonetheless, these findings seem to imply that, among middle-and upper-SES elderly, NHWs are more likely than MAs to rely on their children as caregivers when available in sufficient numbers, while MAs are more likely than NHWs to rely on their spouses and non-child relatives as caregivers regardless of the number of children they have. This finding contrasts somewhat with Markides' three-generations study, which found that older MAs relied heavily on adult children for support (Markides, Boldt, & Ray, 1986) .
Differential reliance on other family and nonfamily among middle-and upper-SES MA and NHW youngold with varying numbers of children may be consistent with other studies suggesting that Mexican Americans have access to a more extensive support system, especially informal support, than do nonHispanic whites. For example, it has been reported that the extended family is the major source of support in the MA elder community (Keefe, Padilla, & Carlos, 1979) as well as among Hispanic elders generally (Maldonado, 1985) . Caregiving interactions, including both functional and emotional support, are common to all MA elders and their extended families (Montiel, 1978) . A recent study found that among Hispanics living in New York and Baltimore, family caregivers of patients with dementia underutilized Vol. 36, No. 1,1996 community long-term care services, even though they were aware of their presence in the community (Cox & Monk, 1990) . In addition to family, Hispanic elderly relied instead on their community networks, including friends and neighbors, who provided information and referral to MA elders. A quasi-formal support system used by MA elders included senior centers and church groups. For some MA elderly, quasi-formal systems may complement informal support from the family. For others without familial support, these systems may serve as substitutes or act as buffers for MA elders receiving formal services (Starrett, Mindel, & Wright, 1983) . However, the extent to which these features of support may characterize middle-and upper-SES MA elderly in contrast to lower-SES MA elderly is unknown.
With respect to gender and marital status, the current results extend previous studies by calling attention to the fact that among the 32% of middleand upper-SES young-old females and 15% of middle-and upper-SES young-old males who perceived they would have no available caregiver in the event of future need, about one-half to threequarters were currently married. In addition, among those who were married, only about 45% of MA women and 62% of NHW women perceived their spouse as a future available caregiver compared with 85% of MA men and 82% of NHW men. Factors other than the spouse's perceived health appear to play a major role in explaining why the spouse is not perceived as a future available caregiver. No data were available in the current study to examine what these factors might be. However, they appear to influence married women more than married men and married MA women more than married NHW women. Thus, these explanatory factors may be related to differential cultural norms among MAs and NHWs concerning sex-role responsibilities and expectations within marriage.
Study Limitations
While a strength of the present study is the ability to examine ethnic differences within neighborhoods matched on middle and upper socioeconomic status, one limitation is the absence of a low-SES NHW neighborhood comparable to the barrio. Thus, we were unable to examine the nature of ethnic differences in perceived caregiver availability among low-SES young-old. This is potentially of great importance, since MA elderly are still of predominantly lower SES and because there is increasing awareness of the importance of separating the effects of cultural orientation and socioeconomic status when examining ethnic differences in health-related outcomes.
Caregiver availability was assessed using a single self-report item that represented an amalgam of similar items used in previous surveys of older Americans. The item was included in the SAHS follow-up. Since the data for the present study are crosssectional, we have no way of verifying that a perceived available caregiver would actually step forward to provide care in the event of need, or conversely, whether in the absence of a perceived available caregiver, someone would actually step forward to provide care should the need arise. We were also unable to probe for information about the specific factors that the young-old of either ethnic group took into account or the exact line of reasoning they followed in determining whether a caregiver would or would not be available to them if they became ill and needed help. Nevertheless, perceived absence of an available caregiver may identify persons at increased risk of having long-term care needs met inadequately. For example, individuals who discuss issues of future health and caregiving proactively with their families instead of making assumptions about caregiving responsibilities may find that family members are more prepared to meet the individual's long-term care needs.
In summary, this study presented data related to the issue of long-term care among young-old from two different ethnic groups and diverse socioeconomic backgrounds. About 30% of low-SES elderly MAs, compared to only 17% of upper-SES elderly MAs, perceived that they had no available caregiver. In addition, young-old MAs with chronic illnesses were less likely than those without such illnesses to perceive that they had an available caregiver. Thus, the MA young-old at greatest risk of nursing home admission in the absence of an available caregiver were the least likely to have one. In contrast to other studies, the present study provided no support for the position that differences in nursing home utilization between MA and NHW elderly are explained by ethnic differences in the informal social support system. However, the present study did not include a comprehensive examination of the entire network of social support systems available to young-old MAs and NHWs. Future research should focus on comparative studies of MA and NHW caregivers and caregiving systems, directly assessing the relationship between respondents and caregivers as well as the full breadth of potentially available support systems. Examination of caregiver stress, burden, and coping strategies as well as the way in which variables such as SES, cost of nursing home care, type of insurance (especially for nursing home or in-home care), pension plans, cultural and religious beliefs, health status, and gender impact MAs' and NHWS' perceived caregivers. The caregiving process in terms of both short-and long-term care should also be addressed.
